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In our patient, an apparent association was noted between the rise and fall ofthe T4, T3 and HCG levels (Figure 1 ). Although the role of HCG in causing hyperemesis gravidarum in normal and molar pregnancy has been disputed8, HCG or a closely related molecular variant could be responsible for raised serum total T4 levels9 and severe hyperthyroidism'0 in molar pregnancy. We suspect that in this patient, intrinsic TSH-like activity associated with HCG may have been responsible for the transient hyperthyroxinaemia which in turn suppressed the TSH response to TRH stimulation. A recent report of recurrent pregnancy-induced thyrotoxicosis presenting as hyperemesis gravidarum provides further possible evidence for the thyroid-stimulating action of HCG". A similar mechanism has been suggested as an explanation for the transient relapse in early pregnancy of some patients with known Graves' disease but in remission12.
Bouillon et al.4 reported that treatment with antithyroid drugs did not modify the clinical course and had no effect on the outcome of the pregnancy. While this may be generally true, we feel that in those patients in whom the abnormality persists or worsens as pregnancy progresses, treatment with antithyroid drugs may rapidly reverse the hyperthyroxinaemia and produce resolution of the hyperemesis. Our experience, in agreement with the report ofJeffcoate and Bain", suggests that a short course only is required and that the antithyroid drugs do not need to be continued once recovery has occurred. Figure 1 . Opened gastrectomy specimen though a full blood count was normal, the ESR was raised to 110 mm in one hour (Westergren). Forty-eight hours following admission, she very suddenly developed a left hemiparesis, and was noted to have a pansystolic murmur that had not been audible previously. A diagnosis of infective endocarditis was suspected.
Blood cultures repeatedly grew Aerococcus viridans sensitive to ampicillin. Following an intravenous urogram, which showed a faint nephrogram but no pyelogram, renal arteriography demonstrated occlusion of the right renal artery, and though echocardiography did not reveal valve vegetations, a thickened anterior mitral valve was noted. There was no evidence of any other valve lesion or cardiac abnormality.
Treatment was instituted with parenteral ampicillin and continued for 6 weeks, by which time she had made an almost complete recovery from her hemiparesis. At the time of discharge she was quite well with normal renal function, and the ESR had fallen to 15 mm in one hour. Two weeks later she was readmitted following a haematemesis. Following resuscitation, endoscopy revealed an ulcerating carcinoma arising from the lesser curve of the stomach. Subsequently, a palliative partial gastrectomy ( Figure 1 ) was performed without complication.
Discussion
Aerococcus viridans is often found as a commensal in the upper respiratory tract, or on the surface of the skin. It has, however, been implicated as the cause of a number of infectious diseases in man, including infective endocarditis2'3.
Once the diagnosis of infective endocarditis is suspected, it is usual to consider the possible portal of entry of the organism responsible. In a consecutive series of 93 patients with infective endocarditis4, an extracardiac predisposing factor was found in 63 cases, and in nearly halfofthese dental manipulation was recorded as having been performed previously.
It seems possible that in our patient an ulcerating carcinoma of the stomach provided a point of entry for the organism that was subsequently implicated in the aetiology of the endocarditis responsible for her presentation.
The acidity ofthe normal gastric contents is known to be a deterrent to bacterial growth, but in circumstances of achiorhydria aerobic organisms may flourish. Such conditions are found not only in pernicious anaemia and following gastric resection, but also in association with carcinoma of the stomach.
It is suggested that in patients of an appropriate age who present with infective endocarditis, and in whom the point of entry of the organism is not obvious, investigations should be undertaken to exclude gastrointestinal malignancy, both colonic and gastric. Tetanus remains a serious illness in the elderly, who are particularly at risk"2. Effective treatment depends on early diagnosis which is essentially clinical. We report here an unusual presentation of this condition in an elderly patient with hypothermia, which highlights the need for a high index of suspicion. The presentation oftetanus with hypothermia has to our knowledge not been reported previously.
Case report A 74-year-old bachelor was admitted to the John Radcliffe Hospital on 2 February 1984. He had been a prisoner-of-war in Germany during the Second World War, and since then had led a reclusive life, sharing a house with his brother. He had not been out of the house for at least a year, and during that time he had totally neglected himself, had taken to sleeping in a chair and had not removed his boots forthree months.
HIe had been well until two days before admission when he complained of mild difficulty in swallowing.
Over the next 48 hours his level of consciousness and ability to communicate slowly deteriorated.
On examination he was barely rousaklet inpln and restless, with occasional jekzg zpo0vnpts of 0141-0768/86/
